Basic Medicaid Billing Guide April 2008

Appendix G: Provider Forms

These are sample forms only; to reproduce aform, please download it from DMA’s Web site
(http://www.ncdhhs.gov/dma/forms.html).

Form Page Number
Fee Schedule Reguest Form G-2
Medicaid Provider Change Form G-3
Advance Directive Brochure G-4, G-5

Health Check Agreement between Primary Care Provider G-6, G-7
(PCP) and the Local Health Department
Carolina ACCESS Hospital Admitting Agreement/Formal G-8,G-9
Arrangement
WIC Exchange for Information for Women (with G-10, G-11
instructions)
WIC Exchange of Information for Infants and Children (with | G-12, G-13

instructions)

Medical Record Release for WIC Referral G-14
Carolina ACCESS Override Request G-15
Carolina ACCESS Medical Exemption Request (DMA-9002) | G-16
Provider Certification of Signature on File G-17
Medicare Crossover Reference Request G-18
Health Insurance Information Referral (DMA-2057) G-19
Third Party Recovery (TPR) Accident Information Report G-20
(DMA-2043)

Health Insurance Premium Payment (HIPP) Application G-21
(DMA-2069)

Medicaid Credit Balance Report G-22, G-23
Medicaid Claim Adjustment Request G-24
Pharmacy Adjustment Request (372-200) G-25
Medicaid Resolution Inquiry G-26

Electronic Funds Transfer (EFT) Authorization Agreement G-27
Non-Covered State Medicaid Plan Services Request Form for | G-28, G-29, G-
Recipients under 21 Years of Age 30
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Basic Medicaid Billing Guide April 2008
Sample of Fee Schedule Request Form

Fee Schedule Request Form

There 1s no charge for fee schedules requested from the Division of Medical Assistance (DMA). .
Providers are expected to bill their usual and customary rate. Please note that fee schedules change
regularly and you will be provided the most current version upon the receipt of your request.

All requests for fee schedules must be made on the Fee Schedule Request form and mailed to:

Drvision of Medical Assistance

Finance Management/Rate Setting - Fee Schedules
2501 Mail Service Center

Raleigh, N. C. 27699-2501

Or fax your request to DMA’s Fiance Management/Rate Setting section at 919-715-2209.
Please mnote that many fee schedules can be directly accessed and obtamed at our website
www.dhhs state ne/dma. If you can not get your schedule then submuit this form.

NOTE: PHONE REQUESTS ARE NOT ACCEPTED

Adult Care Homes Personal Care Services (ACH-PCS)

Ambulance

Community Alternatives Program (CAP-MR/DD, CAP-AIDS, CAP-DA, CAP-C)
Dental

Durable Medical Equipment

Health Department

Home Health

Home Infusion Therapy

Hospice

Licensed Clinical Social Worker

Licensed Psychologist

Nurse Midwife

Occupational Therapist

Orthotics and Prosthetics

Physical Therapist

Physician Fees (includes x-ray and laboratory, nurse midwite, optical)
Respiratory Therapy

Speech Therapy

TN T

Name(Provider/Facility): Provider Type:

Address: Provider #:

E-Mail Address

Contact Person: Phone:

Date of Request:

Format of fee schedule requested (circle one of each) Emailed or Disk copy / Excel or Adobe version

1 2/21/06




Basic Medicaid Billing Guide April 2008
Sample Medicaid Provider Change Form

PR JRRE R
North Carolina Division of Medical Assistance digor fud:
MEDMCAID PROVIDER CHANGE FORM ks

Items 1 and 4 are required. (Please print) Complete other information only if there is a change,
1.
| O Terminste vour pamicipation. Rensom:

[ ?n1;_'|,|iu'<'|i|.| Provcider Bumber (one provider smber perform s | WP or Change NP (please attach l.'l.'l[";_- of NPPES)

Proyider Mame:
TTape of Provider: O Individuz 3 Cinoup J Carsling ACCTESS (ship to 83}

CEffeetive Dale of Changs:

2. Type of Change: If you are a licensed provider, please include a copy of your updated license.

o Phvs . o Mailing Tayment Address
Physical Addres: Wlailing Paymens Addriss
iy ity
| Smw: | Fip Code - Plus 4 (Required T | Simer | FipCode - Plus 41 Requiredl:
[ Change County s T | Adminisirative .-"\.-\.'nluutiu:,'.l;lll.'rr:.
| Offiee Site Phone . Fan#: : Email:

vl fr Mo 1)

| _ﬂ,‘||_1_|,-.|' o Delete Indivicles! i {n\.l-n i {irl.'-up-r]'l.w BRAG y ee ibd

“First, Last MNaime Specialty License Mo/ Stale | Sl Secur '-_ " Individual MO Medicaid Pravider NMusnber
| i Required) | Kequired) Poumber [ Reguired)
i i Fequined) _

J Specialty change 1o L e Tiliceon )
O Change in bed copaciiy from beds 1o beds flimeh s Deowse ng bt ooy changci

sl ing

| Previows Mome;
| Heason
A CLIA Cenification Renewal v o copy o o e
Change of Crwnership (CHOW L Change of Foderal Tax Idemification Number ar Tax Name., Please canplete o new
cirFalameT ;II|I||}|I_!¢ wArTan WL o ....r||||-\'.:',l"\.,' -y |'.lll||l||'|:lJ|'ll i P TRE T M0 Joover, Please vastd oe wole side foae daring aigair

A R e,

appifciiioes af w1

? Changes for Carolina Access Providers only: o
[ Clange CA practice provider nambser ki

! u]:..k»m.m pOrRON'E namE;
r-Hours Phone S o
| |:. el mwent resiriction informatimn jLe. ages 15 and i)
O Cleange enrsllmena limit from; o
o Add counties served: :
o eelete counties served: ) - H Other: B

4.

Form Completed By Title . B Fhame Mumber
Sagnaluiie: Idnie:
To reach The DHvisiom of ¥Medical Assistance Provider Services Section call (91%) RE5405I1)

Slnil this Form i TA Froaider Serviees, 280 Mail Service Cender Baleigh, %0, 270992500 or fax to (919} TI5-H345,
EE L)
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Sample of Advance Directives Brochure

Doctor and =sach bealth care agsnt you named of the chapza You can
camcal your advancs msmuction for mental healt weamnent while you ane
able to maks amd make known your decistons, by telling your doctor ar
other provider that you want to cancel it

Whom should I talk: to about an advance directive?
Yo should talk 1o those closest to you abon an advance divectve and
yoarr S2alings about the health care you would ke to raceive. Your dector
or health care provider con amswer medical questions. A lawoyer cm
mnswer questions abowt the law. Soms people also dscuss the daciston
with clergy or other musted advizors.

Where should I leep my advance directive?
Elesp o copy m 2 safe place where your family memibers can getit Give
copias to your family, your dector or other healdimemmal health came
providen, your kealth care agent, and any closs frisnds who might be asked
alboat vour carz shauld yon becoms umakle o maks decisions.

What I T have an advance directive from another state?
Ar advance directve from apother state may ot mest all of Nomh
Carolma’s miles. T be sume about this, you mery want to make an advance
directive in Morth Caralina too. Ot you could have vour lawyer review the
advance directive from the other state.

Where can I get more information?

Wonr bealth care pronddar can tell you how to get more méfnmation about
advamce directives by confacing

This divuniéen war devalopid by fat Morth Casolisa
Do off Bdalicsd Asalaance i cddporation with
the Dlaprariment of Human Ressurces Advisery Pamid

ow Advenes Directivis 1907, Revised J008

i Lo ol b

Medical Care Decisions
and Advance Directives
What You Should Know

Whart are My Rights?

Who decide: about my medical care or treatment™
If you are 18 or aldsr md have the capacity to make md commymicats
health care dectsions, you kave the mght fo make decisions about your
medical mertal health eament Yo shoald alk o your doctor or other
health care provider abowt amy Teamoent or procedure so that you
undarstand what will e dons and why. You have the right to say vas ovmo
o weamnents recomenended by vour doctor of mentd healt provider. | If
you want to control decisions about your health/mental health care even if
o become vrable o maks or to express them yourself oo will need an
“advance diractve”

What i an “advance directive™?
Ar advapce dirsctve is 2 sef of dirsctons you Zive abous the haalth/mental
health care you want if you ever lose the ability to nuke decmions for
yourself Morth Caroling has three ways for you to make a formpal advance
durective. Oee wary is called a “living will™, amother is called 2 “health care
power of aomey”, and amedher i3 called an “advance insmuctica for
memtal health freatment.”

Dho I have to have an advance directve and what happens if I don™t?
Makirs a livieg will a health care power of afforney or an advance
imstmction for mental health teatmenr 3 your chetce  If you become
umable to make your ewn decisions; and you have no living will, advance
imsmtion for menfal health reatment or a person named to pake
medical meptz] health dacisions Sor you (health care agemt™), your dector
or health/mental health care provider will consult with somsone close to
o about your care.

G4
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Living Wil ., Oelver Onestions
What 13 a living will? How do I make an advance directive?

In Merth Carelira, a living will is a document that tells others that you
want %0 die a natural death if you are teinalty and incumably sick o7 ina
persistant vepstatve state from wihoch vou will not recover. In a Oving
will. you can direct your doctor not to 1se herodc reatments that would
delay your dyins, far examopls by vsing a2 breathing machine (“respirator”
of “venfilator™), or to stop such meaments if they have been star You
cam alse diect your doctor not to Begin of to stop gving you food and

water rl'an%' h 3 tube antificial momition o hordration™

Heaith Care Power af Afforney

What & a health care power of attorney?
In Morth Caroltna, you can name 2 persed w0 maks medicalimental health
care decisions for you o you later become umabls to decide yourself
perzom is called your “healdh carz agent.” Inthe lezal document you name
who you wamt yer agzmt o be. You can say what medical
reatnents mental health treatments you would wint 2od wiat you wold
oot want  Your health core ageot then kmows what choices you would
make

How should I choose a health care agent?
Yo should choose an adult you trust and disonss your wishes with the
persom before vou put them o writns

Advarce Instruction for Mental Health Treatmens

What & an advance imstroction for mental health freatment?
In Morth Carolina, an advance instmaction for mental health msament is a
legal document that tells doctors and health care provider what memial
health meamerss you would wemt and what meamernts you would not
wamt, if vou later becoms 1mable to dacide yourself. Tha designaton of a
person to make your mental heald care decisions, should vou be vmable o
cikz them yomsalf, must be established a5 pam of a valid Health Care
Power of Attorney.

Yo must follow several rules whan vou maks a formel lving will, kealt
care powsr of atiomey of Ao advance instnucton for memfal health
reamnent Thase mles are to protect you and ensure that your wishes are
clear to fhe doctor or ether provider whe may be asked to camy them ot
A Hiving will, 2 health care power of anomey and o advance msmoction
for menfal health treamoent ost be written and siznad by you whils you
are =il able to understand your condition and eatment chedces and to
make those choices koown  Two qualified peopls must wimess all three
npes of advance directives. The bving will and the health care power of
atvorney alse must be noanzed.

Are there forms I cam use to make an advance directive?

Yes There is 2 Eving will form, 2 health care power of attomey form and
an advance msmaction for mental bealth meatment form that you cao use.
Thesa forms mest all of the nilas for 2 fornal advarce dirscdve. Using the
special form is the et way to meke sure that your wishes are carried ous

When does an advance directive go into effect?

A living will goss mio effect wher you are going to die soon and cammet be
cured, ar wihen you aze m a persistznf vegetatve state. The powers maoted
by your healt caze powsr of attomey 2o into effect whan your doctor
sfates in writing that you are not able to make or to make knewn your
health care chotces. When you make 2 health caze powsr of attornay, you
can mame the dector or mental health provider you would want to make
thiz decision. An advance msmuction for mental health treatment zoes into
effect when it is given to your dector or mental health providar. The
docior will follow the fmsmactons you have pus o the document, except in
cerixin sifuatiens, after the doctor determinss that yow are nof 2ble to make
and to make known your choices about mental haalth meamment Affer a
doctor detemnines this, your Health Care Powsr of Atomey may make
reamnent decisions for o

VWhat happens: if I change my mind?

Yo oo cancel your ving will apptims by informing your doctar diat vou
want to cancel it and destroying all the coptas af it You can change vour
health care power of aftorney whils you are able to make and maks known
your  decisions, by sigming  mmother ope  apd  elling vour
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Sample of Health Check Agreement Between Primary Care Provider (PCP)
and the Local Health Department

HEALTH CHECK AGREEMENT BETWEEN PRIMARY CARE FROVIDER
(PCP)AND THE LOCAL HEALTH DEPARTMENT

For recipients of Medicaid, birth 1o age 21, the Health Check Medical Screening Exam is
required as @ comprehensive prevenlive service il age approprists mtervals. There are
numerons compenents of the health check exam, all ol which are required in the Federal
Early Periosdic Screening Dhagnosis and Treatment {EPSDT) program. All age
appropriate components must be perlformed at the time of & aereening exam, These
components are listed and described in the attached document “Health Check Screening
Components.”

WHAT IS5 AN AGREEMENT FOR HEALTH CHECK?

If & Caroling ACCESS PCP cannat or chooses not to perform the comprehensive
healih check sereenings, this agreement allows the PCP to contract with the Health
Department serving the PCP's county to perform the sereenings for enollees in the
hirih to 21 year age group.

The agreement requires the following:

o The Health Departmient must provide the results of the coam to the PCP within 30
davs unless follow-up is neeessary, in which case. the Health Depariment maist
communicate the resulis of the screening within 24 hours,

o The PCT is required 0 coordinate any necessary reatment or follovy-up care as
detenmimed by the screemmg.

«  Under this agreement, the health department must perform all heahh check
components & the time of the appointment unless ACUIMAIANG e regpuire an
appeiniment be rescheduled.

[f the PO chooses to utilize this agreement in erder to meet this Careling ACCESS
requirement lor participation, the agreement containing the original signatures of the PCT
or the authorized representative and the Director of the Health Depanment or an
authorized representative must be submitted o the Division of Medical Ass iqLance
(D%AY The PCP must keep a copy of ths agreerment on fike

This agreement can be entered inte or terminated al any time by the PCF or the | lzalth
Department. DA must be notifed immediately of ang change in the statis of the

Lpresnent,

ﬂ_}u\:mi;”b‘ |'|_'-j_!;||'|J|'|'|g this ;|3_l:|'|_'|_'|!‘||;_'|'||, or hiealth check reguireme s can be made to DIMA
CACTMC al D104 T-8 170 or by contacting the regiomal Managed Care Consuliant.

Ca 116
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AGREEMENT BETWEEN PRIMARY CARE PROVIDER AN HEALTH DEPARTMENT TO

PROVIDE HEALTH CHECK SERVICES TO CARDLINA ACCESS FATIENTS

I erder o provide coordingted care to thase chiliren who are errolted in Canaling ACCESS and oban
Pricary CEnG sery icies Iraim arid Health Cheek services anil
immumizaisens froin Coumily Health Dhepartment P HLY, the ||I'|-\.|I.'r"‘!.'lll.'l.' ARre

1ia i I|-I||.--\.l.||'g provisioie

Primary Care Provider agrees fi

d

Beler Caraling ACCESS patients to the CHD for Health Check appointments. [F b patsent i in
the odfiee, the physi \fFie stalf will assist the patient i making o Health ek appoinimen
ythe CHIDL

v i thse office. o copy of the phvecal exar
the pai jent™s Tt it record.

sfcmivar the il pipn prowvided by the CHER s assure that children in the € aredina ATCESS
[T Are 1 ans a5 scheduled snd counsel patients appropriabely it by are
nemcampliant with well child visies or immuni
Review mivamatian pravided by the CHD and Foltow wp with paticnts when additianal series
are nedid

Provide the Division of Madical Assistance Managed Care Secton a1 lenst thirty (300 days
advance notice iFthe Prmary Care Provider (PCF) andlor the CHE wishes o disconringe this
Agreement.

jisdy and immumizatin records as a par al

The Health Depariment agraes bo:

Provide age appoopriate Healh Check examanalions and immunzeaticn s within mivety (900 days of
thez TecquesL for patients whao arg referred h} Ik PP oor are self-refemed

3 Send Health Chisck physical examination ars immurization recertds mionthly 1o the Primary Care
Provwder,
5. Menify the Primary Care Provider of significant findings an the Health Check examinatian within
twenty-four 1240 hours, Allow e Primed {Care Provider o direst further neferrals for specialized
Lesbin ar treatment
4. Provide the Division of Medscl Assistance Managed Care Section thirty {M4F) days advamee netice
if the Primary Care Provider andor the CHO adshes 1o discondinue this Agreement.
Signature of Primary Care Provier o Aigthorized Ozl Date PCP Medicaid Provider i
Prievied Name of Provider or Autherized Ol Provider Group Mame (T applicable)

Printed Mame of Health Department Dhrgctor Desigree Health Dhept. Provsder Mumbes

el DA CONE, Assistant Director

CA 106
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Sample of Carolina Access Hospital Admitting Agreement/Formal Arrangement

CAROLINA ACCESS HOSPITAL ADMITTING REQUIREMENT

The establishment of a continuous and comprenhensive patient/providar ralationship is an
gssental component of Cargling ACCESS. Therefore, Caraling ACCESS (CA) primary care
providers {(PCPs) are reguired Lo establish and maintain hospital admitting privikeges or have a
farmal arrangement with another physician or group for the management of inpatient hospital
admissions that addresses the needs all enrolless or potential enrollees.  |f the TA pracbice
does nol admil patients and provide age-appropriate inpatient hospllal care at a hospital that
parlicipates with the Norlh Carglina Medicaid program, then the Caroling ACCESS Hospital
Admitfing Agreament form must be submitted to DMA Provider Services o address this
requiremant for parficipation. To ensure a complete undersianding batween both parfies and
continuity of eoverage among providers, Caralina ACCESS has adopied the Caroiing ACCESE
Hospifal Admifting Agreemaent form, which serves as the written agreement between the two
parties. IF the Carolina ACCESS provider has entered into a formal arrangement for
inpatient services, this form must be completed by both parties, and the applicant must
submit the original form with the application for participation or when a change occurs
regarding the provider's management of inpatient hospital admissions.

Mote: A formal arrangement is defined as a veluntary agreement batwean the Carolina
MCCESS primary care provider and the agreeable physician/group, The agreeable
party is commilling n wriling to admit and coordinate medical care lof the Caralina
ACCESS enmlles throughout the inpatent stay.

The following Caraling ACCESS requirermnents regarding Inpatient hospital care must be mel:
1. Under the conditions stated abowve, the CA PCP must provide inpatient hospital care, or
have a signed Caraling ACCESS Hospital Admitfing Agresmeant form on file at DMA.
2. Al ages of the provider's CA enrallees or potential enrolless must be covered by the
inpatiert hospital care or formal arrangement for inpatient hospital care or a
combination of the two
3. If the Carolina ACCESS Hospital Admitfting Agreement form is ulilized, the
hgreement{s) must be betwesn the CA PCP and one or more of the following:
« @ physician
* A group practice
+ a hospilakst group
# a physician call group
Note: The above providers must be enrolled as NC Medicald providers, but it is ot
niecessary thal hey be enrolled as Caroling ACCESS providers. Admissions through
unassigned hospital-based call groups do not meel this requirement
4. Admitting privileges or the formal arangement for inpatient hospital care musl be
maintained at a hospital that is within a distance af thirdy {30) miles or forty-five (45)
minutes driva lime from the CA PCP's practice,
Note: If there is no hospital that meals the above geographical critena, the hospita!
geographically closest o the CA PCP's (Contractor's) practice will be accepled.
5. Exception may be granted in cases where il is determined the benefits of a provider's
participation outweigh the provider's inability o comply with this requirement.
Note: For more information refer 1o the Agreement for Participalion as a Primary Care
Provider in Nartt Caroling s Patient Access and Coordinated Care Program, Sechon |V,
6.4
Qpestions regarding hospital admitting peivileges may be directed to DMA Managad Cara by
calling 919-547-8170,

LR 2R
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HNORTH CAROLINA DIVISION OF MEDICAL ASSISTANCE
Provider Services
2501 Mail Service Center  Raleigh, NC 27699-2501  (919) 855-4050
http - Vweww dihhs state noc.us/dma

Carolina ACCESS Hospital Admitting Agreement/Formal Arrangement

This form is to be completed only if the Carclina ACCESS (CA) Primary Care Provider (PCFP)
does nol provide inpatient hospital care that addresses the needs of the CA enrollees ar

potertial enrolless

Carcolina ACCESS Primary Care Provider or Applicant:
(Firat Party Section)
A PCP Applicant Mame: Ca Provider Number:
Mailing Address:

Contact Parson: ) - Telephone Mumber: __

To ensure a complete understanding between bath parlies and conlinuity of coverage among
praviders, Carolina ACCESS has adopled the Carolina ACCESS Hospital Admitting
AgreementFormal Arrangement form. This form serves as a formal written agreement
estahlished between the two partles as follows:

» The Caraling ACCESS Primary Care Provider is privileged to refer Carolina ACCESS
palients to the second party for hospital admission. The second party |5 agreeing to
treat and administer o the medical needs of these patients while they are hospitalized.

» The second party will arrange coverage for Caroling ACCESS enrolles admissions
durirwg thelr vacations,

« Either parly may terminate this agreement at any time by giving writlen 30 days
advance natice 1o the othar parly or by mutual agreement,

« The Caralina ACCESS Primary Care Provider will natify Caralinag ACCESS in writing of
any changes to or lerminations of this agreement.

» The Carolina ACCESS Prmary Care Provider will provide the second party with the
appropriate payment authorization number

Physician and/or Group Agreeing to Cover Hospital Admissions For
Above Carolina ACCESS Primary Care Provider Applicant:
[Secand Parly Section)
Physician/Group Mame: ______ _
Medicald Provider Number:
Mailing Address:

Specialty: } L . Ages Admilied:
Haspltal Affiliation{s) and Location{s):

Contact Person i Telephone Mumber;
Authorized Signature: R _ Date:

LR G
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Sample of WIC Exchange for Information for Women

MNorth Carclina Department of Health and Human Services
Division of Public Health
‘Women's and Children's Health Section
Mufrition Services Branch « WIC Program

WIC PROGRAM EXCHANGE OF INFORMATION
— WOMEN —
WIC is an Equal Opportunity Program

RETURN COMPLETED FORM TO:

| authorize the exchange of the information below
between the WIC Program and my Health Care Provider.

Client's Signature:

Date:

¥ Information Below To Be Completed By The Health Care Provider ¥

Actual or Expected Date of Delivery:

2. Enter date & results of most recent measurements

Date Weight
Date Height
Date Hemoglobin OR Hematocrit

3. Significant Obstetric History:

4. Findings / Diagnosis / Recommendations:

5. Would you like to receive a summary of nutrition services provided by the WIC Program staff? QYes QO No

Completed by: Date:, Phone:
Signature/Title

SUMMARY OF NUTRITION SERVICES (to be completed by the WIC Program Staff)

Date: Signature/Title PhoneNo.:

DHHS 3482 (Revised 3/00)
DPHWCHSNutriton Services Branch/WIC Program (Review 3/03)
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WIC Program Exchange of Information
(DHHS 3492)

PURPOSE: To facilitate transmittal of information necessary for WIC certification between a
health care provider and the local WIC Program.

GENERAL
INSTRUCTIONS: The appropriate side of the form (infants/children or women) should be initiated by
the local WIC Program with the following information completed.

WIC Agency/Address/Phone: of local WIC Program where person receives
program services.

Patient name/DOB: of person being referred.
Client’s Signature/Date: authorizing the exchange of information.

The health care provider should complete the relevant medical information, sign and
date the form, and return it to the Local WIC Program.

If requested, the local WIC Program should provide a summary of nutrition services
to the referring individual.

DISTRIBUTION: Maintain a copy of the WIC Program Exchange of Information form in the Health
Record. Send a copy to the referring health care provider if requested.

DISPOSITION: This form may be destroyed in accordance with the Patient Clinical Records
Standard of the Records Disposition Schedule published by the Division of Archives
and History.

REORDER
INFORMATION: Additional copies of this form may be ordered on the Nutrition Services Branch
Requisition Form, DHHS 2507, from:

Nutrition Services Branch
1914 Mail Services Section
Raleigh, NC 27699-1914
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Sample of WIC Exchange for Information for Infantsand Children (with
instructions)

North Carolina Department of Health and Human Services
Division of Public Health
Women's and Children's Health Section
Nutrition Services Branch « WIC Program

WIC PROGRAM EXCHANGE OF INFORMATION
— INFANTS & CHILDREN -

WIC is an Equal Opportunity Program.

RETURN COMPLETED FORM TO:

| authorize the exchange of the information below
between the WIC Program and my Health Care Provider.

Client's Signature:

Date:

¥ Information Below To Be Completed By The Health Care Provider ¥

Infant / Child is insured through ( v one): QHealth Choice Q1 Medicaid Q2 Other 2 Nolnsurance

2. If child is =24 months of age: Birthweight: Birth Length: Weeks Gestation:
3. Enter date & results of most recent measurements / tests:

Date Weight

Date Recumbent Length: or Standing Height:

Date Hemoglobin: or Hematocrit:

Date Blood Lead: or O Results not yet available

4. Immunization Status { v one); Q2 Up-to-Date O Not Up-to-Date
5 Complete only ifinfantis 12 months or younger and drinking a formula other than Enfamil w/iron, Lactofree, or ProSobee
a. Name of Prescribed Formula:
b. Reason infant cannot consume Enfamil w/ Iron, Lactofree, or ProScbee:
1 Formula Intolerance = 2 chronic diarrhea 0 persistent dermatological condition
A persistentvomiting 0 persistent respiratory condition
O Medical Diagnosis / Condition (specify )
c. Duration of prescribed formula use (v ong). QO 1month QO 2months 233 months 1 Other
d. At the end of the prescribed duration ( v one)
1 | must reassess the infant before there are any formula changes.
QWIC Staff may rechallenge the infantwith = QO Enfamilw/lron Q3 Lactofree QO ProSobee
e. Special Instructions for Formula (i.e., dilution) / Findings / Other Recommendations:

6. Complete only if child is older than 12 months of age and drinking any formula.
a. Name of Prescribed Formula:
b. Medical Diagnosis / Condition (specify):
c. Duration of prescribed formula use ( ¥ one): Q6 months Q2 Other (specify)
d. Special Instructions for Formula (i.e., dilution) / Findings / Other Recommendations:

7. Would you like to receive a summary of nutrition services provided by the WIC Program staff? QYes QO No

Completed by: Date: Phone:
Signafure/Title

DHHS 2492 (Revised 300}
PEHANRHS N tritinn Samirac RranchAWIC Pranram (Ravicw 131
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WIC Program Exchange of Information
(DHHS 3492)

PURPOSE: To facilitate transmittal of information necessary for WIC certification between a
health care provider and the local WIC Program.

GENERAL
INSTRUCTIONS: The appropriate side of the form (infants/children or women) should be initiated by
the local WIC Program with the following information completed.

WIC Agency/Address/Phone: of local WIC Program where person receives
program services.

Patient name/DOB: of person being referred.
Client’s Signature/Date: authorizing the exchange of information.

The health care provider should complete the relevantmedical information, signand
date the form, and return it to the Local WIC Program.

If requested, the local WIC Program should provide a summary of nutrition services
to the referring individual.

DISTRIBUTION: Maintain a copy of the WIC Program Exchange of Information form in the Health
Record. Send a copy to the referring health care provider if requested.

DISPOSITION: This form may be destroyed in accordance with the Patient Clinical Records
Standard of the Records Disposition Schedule published by the Division of Archives
and History.

REORDER
INFORMATION: Additional copies of this form may be ordered on the Nutrition Services Branch
Requisition Form, DHHS 2507, from:

Nutrition Services Branch
1914 Mail Services Section
Raleigh, NC 27699-1914
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Sample of Medical Record Release for WIC Referral

MEDICAL RECORD RELEASE

I. the undersigned. give permission for my provider, acting on my behalf, to refer my name for
WIC services and to release necessary medical record information to the WIC agency.

Signature

(signature of patient being referred or. in case of children and infants, the signature and printed
name of the parent/guardian)

Date

G-14
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Sample of Carolina Access Override Request

Carolina ACCESS Overnds Requesa Form

Complews this fomm o noguest a L
or 286 ar the Pramary Care Previder (PCTY
[ reguest must be subsmitted within six menths of the date of s
unless the POP has heen contacted smd refased o authortesd treatment. Al
docementat Aail or fx comgleted form o EDS, EDS will telephons o
al v, il spproved, the override number o use for filing the <la
dina ACCESS Primary Care Provider Mamual aisd on (747

aly e = Cima,

refused 1o nuthanse (reatme
1y

ANy Sipenm

v, This form 1= alse

CRRTE |_'|'-|'.|' s

ACCESS averride when vou have recgived a denial fir EOEB 270
r pust dateis) of service
wles will mot bee gomenlered

x wour olfice within M)

Mail 1o UA Override Fan: 4 Ovemride
FI¥S Provider Services Q198 M= 20

Raleigh, MO 27622
Recipient MID Mo R'\:l\:lp'.l.'lll e
Drate of Birth Drancis} of Rervice

15 this claim due w?
Am Inpatient sdmission
a0 A |»|r\,l_-_|.\_-||l. adrmession via ihe ER

Crrent condifion

PO on recipient's Medicaid cand

Mame of peraon condached af PUF s nffice Drare comtacied
Reasom POT stied he'she weald pot authorize incat

Feenson recipient did nod go to the PCP listed on hisher Medicaid card

1 nm reguesting an override dus t
o Enodlee linkesd inearrectly o PCP. Pleas: explain

Who is the comect PCP?

This child has been placed in foster cane in anoile=r area
This enrolles has moved b amiother county

The provider listed o the enmollos’s Medicaid card is different from P P indicated by the

o)

AR syszem fattach o copy of the Medicarl card wath the
Liiatibe 1o comesct POP. Plexse Explain

Oither. Pleass gxplain:

Prowidier Mumber

Frowvuder T

Prowvider Comiact Telephome M Fax Ma

Ryl 50 N0
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Sample of Carolina Access M edical Exemption Request (DM A-9002)

Carolina ACCESS Medical Exemption Request

Carolina ACCESS PCCM model was established in 1991based on the premise that patient care is best
served by a medical home where a Primary Care Provider (PCP) may coordinate care. The purpose of
this form is for the provider to list the reasons why a recipient would not benefit from this system of care.

Attention Recipient: Please fill out this section of the form consisting of recipient’s name, MID#, DOB
and county of residence

(Recipient Name) (MID#) (DOB) (County of Residence)

Attention Physician: The following section is to be completed only by a physician providing direct medical care
to the recipient. Please check all blocks that apply regarding the recipient’s medical condition and mail to the
address below. All incomplete forms will be retumned to the physician.

I:l Terminal illness (the recipient has a six (6) month or less life expectancy and/or 1s currently a
hospice patient.)

D Major Organ Transplant: Specify organ

I:I Currently undergoing Chemeotherapy or Radiation treatments. (Note: Exemptions for this
purpose are temporary until the completion of the therapy. If the therapy will last longer than 6
months, exemption must be requested after the 6 month time period duning reapplication for
Medicaid coverage.)

I:I Diagnosis/Other information: Specify reasons why this recipient would not benefit from having a
medical home with a local PCP who would coordinate their care. Supporting medical record
documentation must be submitted with this request.

Pursuant to federal regulations regarding utilization of Medicaid services, the Division of Medical
Assistance 1s authorized by Section 1902 (a) (27) of the Social Security Act and Federal Regulation
42 CFR 431.107 to access information from the recipient’s medical records for the purposes directly
related to the administration of the Medicaid Program. Therefore, no special recipient permission 1s
necessary for the release of medical records. In addition, when applying for Medicaid benefits, each
recipient signs a release, which authorizes access to his/her Medicaid records by the appropriate

authorities.

(Physician Signature) (Medicaid Provider No.) (Date)

(Print Physician Name) (Telephone Number) (Fax Number)
Sign and mail completed forms to: DMA/ Managed Care

2501 Mail Service Center

Raleigh, NC 27699-2501
*If you have any questions or would like to apply to become a Carolina ACCESS provider,
please contact DMA/Managed Care at (919) 647-8170.

DMA-9002 (1/05)
Carolina ACCESS
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Sample of Certification of Signatureon File

NORTH CAROLINA DIVISION OF MEDICAL ASSISTANCE

PROVIDER CERTIFICATION
FOR
SIGNATURE ON FILE

By signature below, 1 understand and agree that non-electronic Medicaid claims miay be
submitted without signature and this certification is binding upon me for my actions as a
Medicaid provider, my employees, or agents who provide services 1o Medicaid reciprents
pnder my direction or who file elaims under my provider name and identification
nsrnber,

I certify that all claims made for Medicaid payment shall be true, accurale, and complete
and that services billed to the Medieaid Program shall be personally furmished by me, my
employees. or persons with whom | have contracted 10 render services, under my
persomal direction,

[ understand that payment of claims will be from federal, state and local tax fumds and
any [al=e claims, stalements, or docwments or concealment of a material fact may be
prosecuted under applicable Federal and State laws and 1 may be fined or imprisoned as
prowided by law,

1 have read and agree to abide by all provisions within the SO Medicmd provider
participation agreement and’or on the back of the claim form,

Group or sttending provider number o which this ce rtification applies:

iLeave hlank if submitting with new enrollment packet. A provider number will he
assigned once enrollment is complete. This certification is only applicable to the
provider number listed above, When the attending number is required on a claim form,
each attending provider is required to fill out a separate certification in addition to the
wroup certification. b

Signature of Provider Listed Above or Authonzed Agent Date
tAuthorized Agent only applicable for group provider numbers)

Mail completed form to IA-Provider Services
(Must be onginal, fixes not accepied) 2501 Mail Serviee Center
Faleigh, NC 27992501
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Sample of M edicare Crossover Reference Request

Medicare Crossover Reference Request

Provider Name:

Contact Person (required): Telephone (required):

Select the appropriate Medicare Carrier/Intermediary/DMERC from the following listing, the Action to
be raken, and your Medicare and Medicaid provider numbers. If this section is not completed, the form
will not be processed. These are the only carriers for which EDS can currently cross-reference provider
numbers.

Medicare Part A Intermediaries

O Riverbend GBA Medicare Part A (Tennessee) O Palmetto Medicare Part A (South Carolina)
http://www._riverbendgba.com http://www palmettogha.com®

O Palmetto GBA Medicare Part A Effective O AdminaStar Medicare Part A (Illinois,
November 1, 2001, Palmetto GBA assumed the Indiana, Ohio, and Kentucky)
role of North Carolina Part A mtermediary from http://www adminastar com*

Blue Cross/Blue Shield of NC. (North Carolina) | O Carefirst of Maryland Medicare Part A
http://www_palmettogba.com (Maryland)

O Trailblazer Medicare Part A (Colorado, New http:/www marvlandmedicare com/pages’'m
Mexico and Texas) dmedicare/mdmedicaremain] htm*
http://www_the-medicare.com O Veritus Medicare Part A (Pennsylvania)

O United Government Services Medicare Part A http:/'www.veritusmedicare.com®
(Wisconsin) http://www ugsmedicare com O First Coast Service Options Medicare Part A

subsidiary of BCBS of Florida (Florida)
http:/www.floridamedicare.com *

Medicare Part B Carrier Medicare Regional DMERC

O CIGNA Medicare Part B (Tennesses, North O Palmetto Region C DMERC (Alabama,
Carolina, and Idaho) Arkansas, Colorado, Florida, Georgia,
http://www.cignamedicare.com Kentucky, Louisiana. Mississippi, New

O  AdminaStar Medicare Part B (Indiana and Mexico, North Carolina, Oklahoma, Puerto
Kentucky) http://www.adminastar.com* Rico, South Carolina, Tennessee, Texas and

O Palmetto Medicare Part B (South Carolina) the Virgin Islands);
http://www.palmettogba.com® hitp://www_palmettogba.com

*Trading Partners currently in testing phase.

Action to be taken:
O _dddition - This is used to add a new provider number (Medicare or Medicaid) to the crossover file.

Medicare Provider number: Medicaid Provider number:

O Change - This is used to change an existing provider number (Medicare or Medicaid) on the
crossover file.

Medicare Provider number: Medicaid Provider number:

Mail completed form to:
P.O. Box 300009
Raleigh. NC 27622
FAX: 1-919-851-4014
1-800-688-6606

PVS002 Revised 07/04
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Sample of Health Insurance Information Referral (DM A-2057)

Division of Medical Assistance
Health Insurance Information Referral Form

Recipient Name:

Recipient ID No: Date of Birth:
Health Ins. Co. Name (1) Policy/Cert No.
(2) Policy/Cert No.

Reason For Referral

1. Recipient never covered by or added to above policy(s) (EOB attached)

[

Recipient’s insurance coverage terminated (EOB attached)

]

New policy not indicated on Medicaid ID card (EOB or copy of insurance card
attached) Indicate type coverage:

(Do not include Medicare)

Major Medical Hosp/Surgical Basic Hospital
Dental o Cancer _Accident
Indemmity Nursing Home

Attach original claim, a copy of the EOB or a copy of the insurance card and submit to: DMA - TPR,
2508 Mail Service Center, Raleigh, North Carolina 27699-2508. The Third Party Recovery (TPR)
Section will update the system and forward claims to EDS within 10 working days after receipt.

Provider Name: Provider Number:

Submutted By: Date Submitted:

Telephone Number:

DMA 2057
Revised January 2003
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Sample of Third Party Recovery (TPR) Accident Information Report (DM A-

2043)

' RECIFIENT S NAME

DATE OF BIRTH

CEUNTY OF RESIDENCE:
DATE OF ACCIDENT:

| INJURY SUSTAINED:

TYPE OF ACCIDENT:

THIRD PARTY RECOVERY ACCIDENT INFORMATION REPORT _

RECIPIENT' S MEDICAID 10% [IF KNOWMNE

RECIPIENTS SOCIAL SECURITY MUMBER

LAST DATE OF TREATMENT:

i_ S S

[T8chool [ Wark
[ Product Liability

T Basto " [THome
i |_| Madical Malpractica
| ] her

POLICYCLAIM MO

INSURED RESPONSIBLE FOR ACCIDENT:

MAILIMG ADDRESS

| PHOME NUMBER:

| RECIPENT'S ATTORMNEY:

MAILING ADDRESS

| PHONE NUMBER:

| EAX MUMBER

| COMMENTS:

| SUBMITTED BY
| DATE
Mail Original To:

oMA 2047
[Riw. 12104

TITLE:

_TELEPHOMEMO. _ 1

North Carclina Deparirment ¢f Health and Human Sarvices
Division of Medical AssistanceThird Party Recovery Section
2508 Mail Service Center

Raleigh, NG 27699-2508

Telephone Mo ($19) 647-8100
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Sample of Health Insurance Premium Payment (HIPP) Application (DM A-
2069)

HEALTH INSURANCE PREMIUM PAYMENT (HIPP)

Application Form
[ Warme of Agpican | Recpienl [ Wacicald | Number
AppicantRecgient Adgress | Bacial Security Mumbar
| City, S2ate, Zp T " Area CodelPhone Numbar
Mama and Address of Insurance Carrer Palicyhalder's. Mamsa
"' [ Policy Mumbs: i B
B [Policyhoider s Sooal Secunty Number B
T - | Pramium Amounl Manih N

Source of Insurance {check one) | _|Employes Groug Plan |:| Salf Empleyad

[ Jcoera

Hiow are pramiums paid? [Check appropiate box) Type of policy (Check appropriste box)
1 Pald by msurad 19 insurence cames 1 EI Single Caverage

2] IPaid by msurad o amgloyar 2] Famiy Coverage

Al JPayrol deduclion

Mame of Emplayer: — -

Address of Employer:

Employver Telaphone Mumber.

This persan has bean diegnosed as having

This peraon has bean lested positive for (HIV). I:I_YEE- |:| Mo
IF ye=s, plagsa attach a copy of 1ha mosl recent labaratary bast

Thita fowm must be acoompansaed by an iemizaton from e prvabe insurance camier for all clams submiied for
the presvailis thirae months.

Submit complated fonm o
HIFF L anrdimabor
Third Party Kecovery Section
220 Makl service Ceiler
Habeigh, ™Q 27059452508
PO Gl TR0 s D-BI0-0 2 TR

DhA-206% [ 5/ 2007
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Sample of Medicaid Credit Balance Report
MEDICAID CREDIT BALANCE REPORT

PROVIDER NAME: CONTACT PERSON:

PROVIDER NUMBER: TELEPHONE NUMBER:

QUARTER ENDING: (Circleone) 3/31 6/30 9/30 12/31 YEAR:

) ) 3) (4) ©) (6) (7) (8)

RECIPIENT'S MEDICAID IE)?AC')I"\IQ DI\QI'E Mé)lﬁfl\-(r?il D ME?Cl:CI\:lAID AMOUNT REASON

NAME NUMBER OF OF PAID OF FOR

SERVICE SERVICE CREDIT — CREDIT
BALANCE BALANCE

1.

2.

3.

4,

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

Circle one: Refund Adjustment Return formto:  Third Party Recovery

2DS'\(A)$M ail Service Center
Raleigh, NC 27699-2508
Revised 10/07
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Instructionsfor Completing Medicaid Credit Balance Report

Complete the “Medicaid Credit Balance Report” as follows:

e Full name of facility asit appearson the M edicaid Records

e Thefacility’s Medicaid provider number. |f thefacility has morethan one provider

number, use a separ ate sheet for each number. DO NOT MIX

e Circlethedate quarter end

e Enter year
e Thename and telephone number of the person completing thereport. Thisisneeded in the

event DMA has any questions regarding someitem in the report

Complete the date fields for each Medicaid balance by providing the following information:

Column 1 — The last name and first name of the Medicaid recipient (e.g., Doe, Jane)

Column 2 — The individual Medicaid identification (MID) number

Column 3 — The month, day, and year of beginning service (e.g., 12/05/03)

Column 4 — The month, day, and year of ending service (e.g., 12/10/03)

Column 5 — The R/A date of Medicaid payment (not your posting date)

Column 6 — The Medicaid ICN (claim) number

Column 7 — The amount of the credit balance (not the amount your facility billed or the amount Medicaid
paid)

Column 8 — The reason for the credit balance by entering: “81” if it isaresult of a Medicare payment;
“83" if it isthe result of a health insurance payment; “84” if it is the result of a casualty
insurance/attorney payment or “00" if it isfor another reason. Please explain “00” credit
balances on the back of the form.

After thisreport is completed, total column 7 and mail to Third Party Recovery, DMA, 2508 M ail

Service Center, Raleigh, NC 27699-2508.
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Sample M edicaid Adjustment Request

MEDICAID CLAIM ADJUSTMENT REQUEST
(This form is not to be used for claim inquiries or time limit overrides.)
PLEASE COMPLETE THIS FORM IN BLUE OR BLACK INK ONLY

MAIL TO:
EDS ADJUSTMENT UNIT A CORRECTED CLAIM EDS USE ONLY
POBOX (PAYER SPECIFIC)  AND THE APPROPRIATE
RALEIGH. NC 27622 RA MUST BE ATTACHED
One Step:
Provider #: Provider Name:
Recipient
Name: MID#:
SUBMIT A COPY OF THE
RA WITH REQUEST Claim #:
Daate From: Billed Amount:  Paid Amount: RA Date:
Of
Service:  To: 5 b}

Please check (v/) reason for submitting the adjustment request:

e

l:l Over Payment l:l Under Payment l:l Full Recoupment l:l Other %

Please check (v) changes or corrections to be made: = i

[ ] Units [ ] Procedure/Diagnosis Code [ ] Billed Amount é ;

[_] Dates of Service [ | Patient Liability [ | Further Medical Review é %

D Third Party Liability Medicare Adjustments D Other S é
(Attach all related Medicare Vouchers)

Please Specify Reason for Adjustment Request:

Signature Of Sender: Date: Phone #:

/ / ( ) -
EDS INTERNAL USE ONLY

Clerk ID=: Sent to: Date sent:

Reason for review:

Reviewed by: Date reviewed:

Outcome of review:

Date recerved back mn the Adjustment Department:

Revised 07/07/03
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Sample of Phar macy Adjustment Request

MAIL TO :
EDS CORPORATION

PHARMACY ADJUSTMENT REQUEST

POST OFFICE BOX 300009
RATEIGH. NORTH CAROLINA 27622

RECIPIENT MEDICAID NUMBER

ATTN: ADJUSTMENT UNIT

PHAFMACY NAME AND PROVIDER NUMBER LAST

RECIPIENT NAME
FIRST

MIDDLE

PLEASE PRINT OR TYPE (BLACK OR DARK BLUE ONLY)

LIST INFORMATION AS GIVEN ONRA

FORM
SED

FORM MO 37

THIS

0 Fx NUMBER. DRUGHAME-STRENGIH-DOSAGE-MFG N QUANTITY BILLED
D AMOUNT
C
DATEFILLED CLAIMNUMBER DENIAL EOB INSPAID
L L]
ADJUSTMENT REASON (BRIEFLY DESCRIBE REASON FOR ADJUSTMENT) PAID AMOUNT
1 Fx NUMEEF. DRUGHAME-STRENGTH-DOSAGE-MFG N QUANTITY BILLED
D AMOUNT
C
DATEFILLED CLAIMNUMBER DENIAL EOB IISPAID
L ]
ADJUSTMENT REASON (BRIEFLY DESCRIBE REASON FOR ADJUSTMENT) PAID AMOUNT
2 Ex NUMBER. DRUGNAME-STRENGTH-DOSAGE-MFG n QUANTITY BILLED
D AMOUNT
C
DATEFILLED CLAIMNUMBER DENIAL EOB INSPAID
| L L]
ADJUSTMENT REASON (BERIEFLY DESCRIBE REASON FOR ADJUSTMENT) PATD AMOUNT
3 Ex NUMBER. DRUGNAME-STRENGTH-DOSAGE-MFG N QUANTITY BILLED
D AMOUNT
C
DATEFILLED CLAIMNUMBER DEMIAL EOB IISPAID
U ]
ADJUSTMENT REASON (BRIEFLY DESCRIBE REASON FOR ADJUSTMENT) PAID AMOUNT
X
CLAIMANT SIGNATURE DATE

WILL BE RETURNED IF THE REQUIRED INFORMATION AND DOCUMENTATION FOR PROCESSING IS NOT PRESENT.
1)
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Sample of Medicaid Resolution Inquiry

MEDICAID RESOLUTION INQUIRY
MAIL TO:

EDS PROVIDER SERVICES

P O BOX 300009

RALEIGH. NC 27622

Please Check: [ Medicare Override OTime Limit Override OThird Party Override

NOTE: PLEASE USE THIS FORM FOR OVERRIDES AND INQUIRIES ONLY.
CLAIM. RAs. AND ALL RELATED INFORMATION MUST BE ATTACHED.

| ADJUSTMENTS WILL NOT BE PROCESSED FROM THIS FORM.

Provider Number:

Provider Name and Address:

Patient’s Name: Recipient ID-
Date of Service: From: / /Ioto /Claim Number:
Billed Amount: Paid Amount: RA Date:

Please Specify Reason for Inquiry Request:

Signature of Sender: Date: Phone #:

TO BE USED BY EDS ONLY

Remarks:

Revised 7/1/03
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Sample of Electronic Funds Transfer (EFT) Authorization Agreement

Electrome Data Systems offers Electiome Fands Transfer (EFT) &5 an alternative to paper
check ismarce, This setvice ersbles providers to have Medicaid payments deposited ata
desizrated bank while cortiming to receive Remuttance and $atws Beparts (RA) at your
malling address of reecrd. This process will guatantes payment i 4 tovely marver and
prevent your check frombeing lost thrangh the mal.

To ensure timely and acourate erpollment in the EFT program, please fill out the fiamon
thus page, attach 2 voided cheek orabank letter, and rebum ithy madl or fa to:
EDS, 4905 Waters Edge, Raleigh, NC, 27606 OR 919-816-3186 ATTN - Finance

OR email to EFT @nexixheg eds.com

NOTE: BANK fTARTER CHECKS (NOT FREFRIN TED)WILL NOTBE ACCEPTED

EDS weill mn a trial tes thetoreen our bank and youzs. This testwill be done onthe first
checlkwrnite you are pad afterwe process this form [mtial mquests nommally take 2
checkwiites to finalize; changes require | addrhonal checkwitte due to 2 cancellahon
petiod. Using EFT, vour payments will go directly to yourbank account, Tour B4 will
cortme to come theough the madl. Onthe last page of your B, mthe top loft comer, it
will state “EFT mumber”, rather than “Cheek mumber®, when the prcess hasbegun EFT
Payments ae usmally effective ore busmess day after each checlownte date. Contact
Provider Sernces at |- B00-A3E-665 with any questions regarding EFT.

Thank you foryour cooperation in making this a seooth ransthon to EFT, and for helpme
15 1o make the Medicaid paymend process more effiverd for the Medieaid prowider
conmuty.

Yo Hans 1101
115 by Mt
arhwn TRALLS
Dt
Prywils
Ok
of i
iy
Buad of b
awwn THA
T VD A TTER
LnTe 1 110

Attention: Medicaid Providers
Electronic Fimds Transfer (EFT)
Authorzation Agreement for Autoratic Deposits

Reequest type (raust be checled ) 0 Initial Request (Start) 0 Change Request (Stop & Start) 0 Cancel Request (Stap)

FROVIDER NAME

DATE BILLING PROVIDER HUMEBER,
TO STOP USING AN ACCOUNT - COMPLETE THIS SECTION

B4NE HAME

BRANCH ADDEESS

CITY

BANE TRANSITIAE A NO.
ACCOUNTHO.
CHECEING O 5 AVINGS
TO START USING AN ACCOUNT - COMPLETE THIS SECTION

STATE ZIFCODE

baNE HAME

BRANCH ADDRESS

CITY

BANE TRANSITIAE 4 HO.
ACCOTUNTHO,
CHECEING COR 3 AVINGS

STATE ZIFCODE

Under penalties of perjwy, we hereby certifiy the checking or savings account(s)
indicated above isfare under ony direct conteol and access. Therefore, we authorze
Flectroni: Data Jystems to initiate, change or cancel credit eniies to thoss
checking or savings aceound(s) and the bank nare (ghas indicated daove,

HAME:
2T ozl it

Cottart Natne Phione Nurtber
¢ AYVOIDED CHECK MUST BE ATT ACHED FOR EACHBANK ACCOUNT IN

ORDER FOR US T OPROCE 5§ YOUR EFT. DONOT SUBMIT DEPOSIT SLIPS.
IF YOUDONOT HAVE A CHECK, OBTAIN A LETTER FROM YOUR BANK
VERIFYING ACCOUNT & ROUTING NUMBER.
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Non-Covered State Medicaid Plan Services Request Form for Recipients
under 21 Yearsof Age

North Carolina
Department of Health and Human Services
Division of Medical Assistance
2501 Mail Service Center - Raleigh, N.C. 27699-2501

Michael F. Easley, Governor
Dempsey Benton, Secretary

FORM AVAILABLE ONDMA WEB SITE AT http://www.ncdhhs.gov/dma/for ms.html

NON-COVERED STATE MEDICAID PLAN SERVICES REQUEST FORM
FOR RECIPIENTSUNDER 21 YEARS OF AGE

William W. Lawrence, Jr., M.D., Acting Director

RECIPIENT INFORMATION: Must be completed by physician, licensed clinician, or provider.

NAME:
DATE OF BIRTH:
ADDRESS:

/ / MEDICAID NUMBER:

(mnvdd/yyyy)

MEDICAL NECESSITY: ALL REQUESTED INFORMATION, including CPT and HCPCS codes, if
applicable, aswell as provider information must be completed. Please submit medical records that
support medical necessity.

REQUESTOR NAME:

PROVIDER NAME:

MEDICAID PROVIDER #:

MEDICAID PROVIDER #:

ADDRESS:

ADDRESS:

TELEPHONE #: ( )

TELEPHONE #: ( )

FAX #

FAX #

IN WHAT CAPACITY HAVE YOU TREATED THE RECIPIENT (incl. length of time you have
cared for recipient and nature of the care):

PAST HEALTH HISTORY (incl. chronic illness):

RECENT DIAGNOSIS(ES) RELATED TO THIS REQUEST (incl. onset, course of the disease, and
recipient’s current status):

TREATMENT RELATED TO DIAGNOSIS(ES) ABOVE (incl. previous and current treatment

regimens, duration, treatment goals, and recipient response to treatment(s)):

lof 3

-OVER-
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| NAME: MID #: DOB: |

NAME OF REQUESTED PROCEDURE, PRODUCT, OR SERVICE (if applicable, please include
CPT AND HCPCS codes). PROVIDE DESCRIPTION RE HOW REQUEST WILL CORRECT
OR AMELIORATE THE RECIPIENT’SDEFECT, PHYSICAL OR MENTAL ILLNESS OR
CONDITION [THE PROBLEM]. THISDESCRIPTION MUST INCLUDE A DETAILED
DISCUSSION ABOUT HOW THE SERVICE, PRODUCT, OR PROCEDURE WILL IMPROVE
OR MAINTAIN THE RECIPIENT’SHEALTH IN THE BEST CONDITION POSSIBLE,
COMPENSATE FOR A HEALTH PROBLEM, PREVENT IT FROM WORSENING, OR
PREVENT THE DEVELOPMENT OF ADDITIONAL HEALTH PROBLEMS,

ISTHISREQUEST FOR EXPERIMENTAL/INVESTIGATIONAL TREATMENT:
__YES __NO IFYES, PROVIDE NAME AND PROTOCOL #

ISTHE REQUESTED PRODUCT, SERVICE, OR PROCEDURE CONSIDERED TO BE SAFE:
__YES __NO IFNO, PLEASE EXPLAIN.

ISTHE REQUESTED PRODUCT, SERVICE OR PROCEDURE EFFECTIVE:_ YES _ NO
IF NO, PLEASE EXPLAIN.

ARE THERE ALTERNATIVE PRODUCTS, SERVICES, OR PROCEDURES THAT WOULD
BE MORE COST EFFECTIVE BUT SIMILARLY EFFICIACIOUSTO THE SERVICE
REQUESTED: _ YES _ NO IFYES SPECIFY WHAT ALTERNATIVESARE
APPROPRIATE FOR THE RECIPIENT AND PROVIDE EVIDENCE BASE WITH THIS
REQUEST, IF AVAILABLE.

WHAT ISTHE EXPECTED DURATION OF TREATMENT:

20f 3 -OVER-
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INCLUDE EVIDENCE-BASED LITERATURE TO SUPPORT THISREQUEST IF
AVAILABLE.

MAIL OR FAX COMPLETED FORM TO:

Assistant Director
Clinical Policy and Programs
Division of Medical Assistance
2501 Mail Service Center
Raleigh, NC 27699-2501
FAX: 919-715-7679

April 2008
INAME: | [MID # | [DOB: |
OTHER ADDITIONAL INFORMATION:
REQUESTOR’S SIGNATURE AND CREDENTIALS DATE

30f3
11/05
REV 02/07
REV 07/07
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